A 77-year-old man presented with a 2-year history of an asymptomatic, progressively growing cutaneous lesion on the tip of his nose. His condition is informally known as "clown nose. " 1, 2 His medical history included diabetes and hypertension. Physical examination revealed a firm, pink nodule 20 mm in diameter with scales on its surface (figure). Telangiectasias were visible on dermatoscopy.
Findings on the remainder of the skin examination were unremarkable, and no lymphadenopathy was detected. Histologic analysis of skin sections identified circumscribed nodular masses of basaloid cells with peripheral palisading that extended into the dermis. A specialized tumor stroma and cleft formation were seen between the tumor nest and dermis, which confirmed the clinical suspicion of basal cell carcinoma (BCC). Surgical excision with a margin of 0.5 cm was carried out, and no recurrence was observed after 9 months.
BCC is the most common type of skin cancer. BCC arises from pluripotential cells in the basal layer of the epidermis or follicular structures. 3 Chronic sun exposure and ultraviolet-light-induced mutations in the suppressor genes are the main pathogenic features. Although it rarely metastasizes, it is still considered a malignant tumor because it can cause destruction and disfigurement. Metastasis is seen in only about 0.1% of cases; when it does occur, it usually does so in the lymph nodes, lungs, and bone.
This cancer usually affects the head and neck-par- ticularly the face, ears, and scalp; it may also be seen on the upper trunk and limbs. Several clinical and histologic subtypes of BCC have been described; some of them (i.e., micronodular, infiltrating, and morpheaform) are associated with an aggressive behavior. Nodular BCC is the most common type, and it usually arises on the head, neck, and upper back. Pigmented, cystic, and superficial types are also very common, and they require a broad differential diagnosis. The differential diagnosis includes actinic keratosis, squamous cell carcinoma, Bowen disease, fibrous papule of the face, trichoepithelioma, nevi, and cysts. In addition, BCCs of the tip of the nose should be differentiated from hemangioma, lymphangioma, keratoacanthoma, and metastasis from a lung or breast carcinoma.
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Several genetic syndromes (e.g., Gorlin syndrome, Bazex syndrome, and Rombo syndrome) are associated with multiple BCCs, as well as the presence of other abnormalities, such as odontogenic keratocysts, palmoplantar pitting, intracranial calcification, follicular atrophoderma, anhidrosis, and hypotricosis. 4 The prognosis for patients with BCC is good with appropriate treatment.
